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A B S T R A C T   

Background: Expanding access to and utilization of naloxone is a vitally important harm reduction strategy for 
preventing opioid overdose deaths, particularly in vulnerable populations like Medicaid beneficiaries. The 
objective of this study was to characterize the landscape of monthly prescription fill limit policies in Medicaid 
programs and their potential implications for expanding naloxone use for opioid overdose harm reduction. 
Methods: A cross-sectional, multi-modal online and telephonic data collection strategy was used to identify and 
describe the presence and characteristics of monthly prescription fill limit policies across state Medicaid pro
grams. Contextual characteristics were described regarding each state’s Medicaid enrollment, opioid prescribing 
rates, and overdose death rates. Data collection and analysis occurred between February and May 2020. 
Results: Medicaid-covered naloxone fills are currently subject to monthly prescription fill limit policies in 10 state 
Medicaid programs, which cover 20 % of the Medicaid population nationwide. Seven of these programs are 
located in states ranking in the top 10 highest per-capita opioid prescribing rates in the country. However, 8 of 
these programs are located in states with opioid overdose death rates below the national average. 
Conclusions: Medicaid beneficiaries at high risk of opioid overdose living in states with monthly prescription fill 
limits may experience significant barriers to obtaining naloxone. Exempting naloxone from Medicaid prescrip
tion limit restrictions may help spur broader adoption of naloxone for opioid overdose mortality prevention, 
especially in states with high opioid prescribing rates. Achieving unfettered naloxone coverage in Medicaid is 
critical as opioid overdoses and Medicaid enrollment increase amid the COVID-19 pandemic.   

1. Introduction 

Opioid overdoses caused 46,802 deaths in the United States in 2018 
(Wilson et al., 2020). The rate of fatal and non-fatal opioid overdose has 
surged in the midst of the COVID-19 pandemic (Glober et al., 2020; 
Ochalek et al., 2020; Rodda et al., 2020; Slavova et al., 2020). 
Expanding the accessibility and use of naloxone—an opioid antagonist 
that reverses acute opioid overdose—has emerged as a key harm 
reduction strategy for preventing opioid overdose mortality (Giroir, 
2018). While naloxone dispensing has increased in recent years as states 
relaxed naloxone prescribing authority (Roberts et al., 2019) and 
naloxone co-prescribing practices gained momentum (Giroir, 2018), 
naloxone’s penetration into high-risk communities remains low (Guy 
et al., 2019). 

Accelerating the uptake of naloxone is particularly important in state 
Medicaid programs. Low-income adults are more likely to engage in 
risky opioid use behaviors that increase their risk of overdose than 
higher income populations (Han et al., 2019). Medicaid also provides 
health insurance coverage to a disproportionately high share of adults 
with opioid use disorder across the United States compared to other 
payers (Medicaid and CHIP Payment and Access Commission (MAC
PAC), 2017). 

However, Medicaid prescription drug benefits vary from state-to- 
state, introducing potential barriers to life-saving naloxone for high- 
risk beneficiaries living in states with more restrictive prescription 
coverage policies. One such policy is monthly prescription fill limits. 
Prescription fill limits impose additional restrictions—such as prior 
authorization—on Medicaid beneficiaries attempting to fill a Medicaid- 
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covered prescription if they have already filled a predetermined number 
of allowable monthly prescriptions set by the Medicaid program. Little is 
known about the current landscape of prescription fill limit policies 
across Medicaid programs and its potential implications for inhibiting 
the accessibility of naloxone among Medicaid patients. The purpose of 
this study was to identify state Medicaid programs with prescription fill 
limit policies that could pose potential barriers to the accessibility of 
naloxone for Medicaid beneficiaries. 

2. Materials and methods 

A multi-modal online and telephonic data collection strategy was 
used to identify the presence and characteristics of monthly prescription 
fill limit policies in Medicaid programs in all 50 states and Washington, 
DC. First, we conducted structured internet searches for each state using 
relevant combinations of key terms and phrases in Google. An example 
search for determining the presence of a monthly prescription fill limit 
policy was, “[state name] AND Medicaid AND prescription AND (limit* 
OR cap*).” An example search for determining applicability of a 
Medicaid monthly prescription fill limit to naloxone was, “[state name] 
AND Medicaid AND naloxone AND (coverage OR exception).” We 
prioritized online data collection first from official state government 
Medicaid program websites, then from external websites accessed from 
hyperlinks shared on official state government Medicaid program 
websites, and then from other reputable external websites (e.g. Kaiser 
Family Foundation). After online data collection was completed, a 
member of the study team contacted an appropriate representative of 
the state’s Medicaid prescription benefit program to confirm or correct 
the accuracy of the online data we collected or to provide necessary 
study data that was not found through the online search process. Data 
collection and analysis occurred between 2/20/2020 to 5/7/2020. We 
describe characteristics of prescription fill limit policies for the states 
currently operating these policies. We also report state-level Medicaid 
enrollment numbers (Centers for Medicare and Medicaid Services, 
2020), rates of opioid prescribing (Centers for Disease Control and 
Prevention, 2018), and prescription opioid overdose deaths (Kaiser 
Family Foundation, 2018) to provide additional context about the size 
and opioid-related risks of the Medicaid population subject to the 
monthly prescription fill limit policy. This study was considered 
non-human subjects research and was exempt from IRB review. 

3. Results 

Our search strategy identified 10 state Medicaid programs currently 
operating monthly prescription fill limit policies (Fig. 1) where naloxone 
fills are subject to monthly fill limit restrictions. These states were: 
Alabama, Arkansas, Illinois, Kansas, Louisiana, Mississippi, Oklahoma, 
South Carolina, Tennessee, and Texas. California’s Medicaid program 
also operates a monthly fill limit policy, but it excludes naloxone from its 
monthly prescription fill limit restrictions by carving out naloxone 
coverage. Of note, the Kansas Medicaid program excludes fills of 
“preferred drugs” from applying toward its monthly prescription fill 
limit, but naloxone is not listed as a preferred drug in Kansas. 

As of March 2020, there were over 12.7 million Medicaid benefi
ciaries living in one of the 10 states where naloxone is subject to monthly 
prescription fill limit policies in the state’s Medicaid program (Table 1). 
This represents 20 % of the national Medicaid beneficiary population. 
The number of allowable Medicaid-covered prescriptions per month 
ranged from 3 (Arkansas and Texas) to 6 prescription fills (Oklahoma). 

Out of these 10 states, 7 ranked in the top 10 nationally for the rate of 
opioid prescriptions filled-per-100 residents in 2018 (Table 1). Notably, 
Alabama, Arkansas, and Tennessee had the Top 3 highest opioid pre
scribing rates nationally in 2018 with 97.5, 93.5, and 81.8 opioid pre
scription fills per 100 residents, respectively, compared to a national 
average of 51.4 opioid prescriptions per 100 residents. Most states with 
Medicaid programs operating monthly prescription fill limits were 
below the national average opioid overdose death rate of 14.6 opioid 
overdose fatalities-per-100,000 residents based on 2018 data. Only 
Tennessee, South Carolina, and Illinois exceeded the national opioid 
overdose death rate at 19.9, 17.1, and 17.0 deaths/100,000 residents, 
respectively. 

4. Discussion 

In our review of Medicaid prescription drug coverage policies, we 
found Medicaid-covered naloxone prescriptions are subject to monthly 
prescription fill limit policies in 10 Medicaid programs. This means, for 
example, that a high-risk Medicaid beneficiary in Texas who already 
filled 3 prescriptions during the calendar month may experience sub
stantial barriers to filling a naloxone prescription, such as delays in 
obtaining naloxone while prior authorizations are processed. This delay 

Fig. 1. Location of state Medicaid programs operating a monthly prescription limit policy, as of May 2020. Note: Rx = Prescription. Drugs designated as preferred 
products in Kansas Medicaid do not count toward its monthly prescription limit, but naloxone is not designated a preferred drug. 
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may leave some high-risk individuals without naloxone during a peak 
period of opioid overdose risk. Patients may be able to avoid these 
barriers posed by Medicaid prescription fill limit restrictions by pur
chasing naloxone without their Medicaid coverage at the pharmacy’s 
full out-of-pocket price. Patients may also be able to access community- 
based naloxone dispensing programs at no cost. However, out-of-pocket 
naloxone purchases place undue financial burden on low-income 
Medicaid patients, and prior studies have shown naloxone costs are a 
leading reason for not filling naloxone prescriptions (Bessen et al., 
2019). Moreover, community-based naloxone dispensing programs may 
not be readily and consistently accessible for all Medicaid enrollees, 
particularly in under-resourced areas. 

While we found that 1-in-5 Medicaid beneficiaries are subject to 
monthly prescription limits—most of whom live in states with the 
highest opioid prescribing rates—it remains unclear the extent to which 
prescription fill limit policies restrict naloxone accessibility in these 
states. Prior research suggests that a large portion of the adult Medicaid 
population exhibit prescription utilization patterns that would trigger 
monthly prescription fill limit restrictions. One study found that over 50 
% of adult Medicaid beneficiaries in two states with at least one chronic 
condition used 5 or more classes of prescription medications simulta
neously (Feng et al., 2018). Among those patients that reach their state’s 
monthly prescription fill limit, prior research also indicated that 
Medicaid monthly prescription fill limits significantly reduce utilization 
of preventive medications (Lieberman et al., 2016). 

For these reasons, we recommend that state Medicaid programs 
operating monthly prescription fill limit policies implement explicit 
exceptions for Medicaid-covered naloxone fills. Failing to do so will 
likely result in patients at high risk of opioid overdose deferring or 
delaying receipt of naloxone for opioid overdose harm reduction. 
Enacting this policy change is made all the more urgent by the ongoing 
surge in Medicaid enrollment (Frenier et al., 2020; Rudowitz et al., 
2020) and preventable opioid overdose deaths brought on by the 
COVID-19 pandemic (Glober et al., 2020; Ochalek et al., 2020; Rodda 
et al., 2020; Slavova et al., 2020). 

4.1. Limitations 

Our study is subject to limitations. We relied on information 
collected online and through phone calls with Medicaid program rep
resentatives; our study findings may be inaccurate if states did not 
accurately or fully represent their current Medicaid prescription fill limit 
policies. However, the large variation in these policies state-to-state and 
the challenge of collecting accurate information about these policies 

underscores the perils of our current system in advancing a unified 
strategy for expanding naloxone access to our most vulnerable pop
ulations. Second, our study was not designed to determine the preva
lence of Medicaid beneficiaries who experience monthly fill limit 
restrictions or estimate the policy’s effects on naloxone utilization. 
Future research is needed to quantify these outcomes, ideally in 
individual-level Medicaid claims data. Third, the most recent state-level 
opioid prescribing and overdose rate data reported in Table 1 were from 
2018. It is possible our reported state rankings for opioid prescribing and 
overdose rates changed from 2018 to March 2020, the date of our re
ported state-level Medicaid enrollment totals. Fourth, we did not assess 
the availability of community-based naloxone distribution programs for 
Medicaid enrollees facing potential barriers to pharmacy-based 
naloxone coverage. While the goal of our study was to examine the 
potential impact of Medicaid prescription fill limit policies on Medicaid- 
covered naloxone prescription access, future research should examine 
the role of alternative naloxone distribution programs in mitigating the 
potential impacts of naloxone coverage restrictions in Medicaid. 

5. Conclusions 

Monthly prescription fill limit policies threaten to restrict naloxone 
access for opioid overdose harm reduction in 20 % of the adult Medicaid 
population. Exempting naloxone from these policies may help increase 
naloxone uptake and prevent opioid overdose death among these pa
tients, whom are particularly vulnerable to opioid overdose. 
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Table 1 
Characteristics of state Medicaid programs with monthly prescription limit policies.  

State Medicaid 
enrollees 
(1000s) 

Monthly 
prescription fill 
limit 

Naloxone 
exemption 

Opioid prescribing 
rate/100 people 

National rank - opioid 
prescribing rate 

Opioid overdose death 
rate/100,000 people 

National rank - opioid 
overdose death rate 

United 
States 

64094.7   51.4  14.6  

Alabama 757.4 5 No 97.5 1 8.3 34 
Arkansas 757.8 3 No 93.5 2 7.4 38 
California 10146.5 6 Yes 35.1 48 5.8 44 
Illinois 2535.3 4 No 45.2 35 17 21 
Kansas 320.5 4 No 64.3 11 5.7 45 
Louisiana 1387.6 4 No 79.4 5 10 30 
Mississippi 527.3 5 No 76.8 7 6.1 43 
Oklahoma 614.1 6 No 79.1 6 7.8 37 
South 

Carolina 
920.2 4 No 69.2 9 17.1 20 

Tennessee 1305.8 5 No 81.8 3 19.9 16 
Texas 3585.4 3 No 47.2 32 4.8 48 

Notes: Drugs designated as preferred products in Kansas Medicaid do not count toward its monthly prescription limit, but naloxone is not designated a preferred drug. 
Medicaid enrollee counts reflect the total Medicaid-enrolled population in the state in March 2020, as reported by Centers for Medicare and Medicaid Services. Opioid 
prescribing and overdose death rates were ascertained using 2018 data, as reported by the Centers for Disease Control and Prevention. 
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